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Introduction
The World Health Organization (WHO) estimates that only 5-15% of the 100 million people in the world who need a wheelchair for mobility and function have an appropriate wheelchair that meets their needs [1] [2] [3] . Inappropriate wheelchair provision impacts the life, safety, health, and other basic human rights of people with disabilities [2, [4] [5] [6] [7] [8] . In addition, when a wheelchair does not meet the wheelchair user's needs, it may result in underutilization or abandonment [9, 10] . This situation may be more problematic in low-and middle-income countries (LMICs) where disability and poverty are interconnected, the incidence of disability is higher, people with disabilities often are marginalized, there is less availability of skilled health personnel, and there is a limited range of quality, affordable wheelchairs [1, [11] [12] [13] [14] [15] .
Evidence highlights that a major factor associated with inappropriate wheelchair distribution is the global shortage of wheelchair service provision education and training [1, 13, 16] . The World Health Organization Guidelines on the provision of manual wheelchairs in lessresourced settings (WHO Guidelines) recommend integrating wheelchair service provision content into existing rehabilitation programs at academic institutions [2] . However, a 2017 study reported limited training time allocated to wheelchair service provision in some professional rehabilitation programs in low-middle-and high-income countries [16] . To help assess the global training need, the International Society of Wheelchair Professionals (ISWP) developed and validated a Wheelchair Service Provision Basic Test (Basic Test) which aligns with the WHO Guidelines' eight (8) wheelchair service provision steps [17] . Currently, in the majority of regions where the test has been applied, less than half of test takers pass the test with 41% passing in Africa, 44% in Asia, 46% in Latin America, 47% in Europe, 48% in Australia and Oceania, and 55% in North America, which confirms the overwhelming need to promote training of wheelchair service providers worldwide [18] .
In 2012, the WHO published the Wheelchair Service Training Package-Basic Level (WHO WSTP-B) as the first of a series of training packages, free of charge, with supporting materials and availability in different languages to promote training worldwide. The WHO WSTP-B proposes a learning methodology of 5 consecutive days of in-person training that provides the skills and knowledge for basic level wheelchair provision [19] . Traditional in-person training places a significant emphasis on human and financial resources that are often not available in resource-constrained settings [20, 21] . In addition, this learning format is difficult to scale across multiple settings, to reach underserved areas [20] and to attend for busy providers who need to leave work during the training days [22] . While this training approach has been widely used in the sector as the standard of facilitating trainings, no evidence of the effectiveness of this learning methodology has been published.
Blended learning is a cost-effective [23] and student-accepted [24] [25] [26] educational format that combines online and in-person training [27] . This type of learning has proved to be as effective as in-person learning in medical education [24, [27] [28] [29] and a feasible solution to overcome knowledge dissemination barriers in less-resourced areas [30] . In 2016, ISWP developed a Hybrid Course based on the WHO WSTP-B in English and Spanish with the scope to support efficient content delivery, decrease cost associated with leading the training, and increase access [22, 31] . The Hybrid Course uses a blended learning methodology that combines 9 online modules designed for low-bandwidth internet access which reduces the in-person training exposure to 3 days, making it easier to scale and more adaptable to different training environments such as conferences and continue educational programs at universities) [22] . The Hybrid Course has been tested in English [22] and Spanish [31] reporting a statistically significant increase on the Basic Test total score in both languages [22, 31] . While these results offer some evidence of the potential effectiveness of the Hybrid Course to train wheelchair service providers, the course has not been compared with the standard methodology of in-person training recommended by the WHO WSTP-B, nor is there evidence of the effectiveness of the in-person training approach.
The primary objective of this study was to compare the effectiveness of a Hybrid Course and In-person Course in English and Spanish in increasing knowledge in basic level wheelchair service provision. The secondary objective was to evaluate and compare levels of satisfaction with the interaction, instructors, instruction methodology, content, and technology (exclusively with the Hybrid) after the learning interventions. We hypothesized that the Hybrid Course will produce similar improvements in outcomes as the In-person Course.
Methods
This study was a quasi-experimental design with nonequivalent control groups conducted to evaluate changes in basic level wheelchair service knowledge with a group of wheelchair service providers in Bengaluru, India and Puebla, Mexico. In each setting, one of the groups was trained using the Hybrid Course (blended methodology), and the other followed the In-person training methodology. A post-assessment was used to evaluate levels of satisfaction after the educational interventions. The study was approved by the University of Pittsburgh Institutional Review Board.
Participants
The research team selected the countries of India and Mexico due to the presence of local facilitators, local partnerships, income classification (lower-middle-and upper-middle-income economies classified by the World Bank) [32] , and the possibility to test both languages of the Hybrid and In-person courses (Table 1) . Lead organizations and stakeholders used a convenience sampling method to recruit participants interested in receiving basic level wheelchair service provision training. Flyers describing the course, inclusion criteria, location, schedule, and contact information were distributed. Each organization (Table 1 ) led the recruitment, enrollment, and delivery of the interventions. The inclusion criteria included: 1) rehabilitation sciences students or professionals who worked locally in wheelchair service delivery, and 2) who had not taken the Basic Test. Participants who were participating in another wheelchairrelated study simultaneously were excluded. The interventions occurred in different timepoints between February 2016 to February 2017 (Table 1) .
Interventions
To provide a detailed description of the interventions, improve the reporting of these interventions and, ultimately their replicability, we used the Template for Intervention Description and Replication (TIDieR) checklist [33] (Table 2 ) and report some training costs in Table 3 .
Hybrid course. This group followed the methodology implemented in previous studies [22, 31] that consisted of the completion of baseline assessments, two consecutive weeks of online training followed by three days of in-person training and the collection of follow-up assessments (Table 2) . During the online training, participants reviewed the content and completed all required activities asynchronously that have been described elsewhere (e.g., discussion boards, case studies, short quizzes, videos, interactive activities) [22] . The online content strictly followed the WHO WSTP-B's content and incorporated its materials (e.g., videos, Power Points) [19] whenever possible. The Hybrid Course mirrors the WHO WSTP-B training with the necessary adaptations for online learning [22] . To promote the gradual revision of online content, not all modules were accessible from the beginning of the course; instead, they were divided and made available sequentially every week. Two online synchronous meetings with the Indian groups and 3 with the Mexican groups were conducted between trainers and trainees to reinforce learning outcomes, discuss topics, answer questions, and promote interaction between participants. The Mexican groups had an additional meeting due to trainers' availability. The recitations were mandatory, lasted 60 minutes, and were recorded and made available to all participants and trainers. In the last recitation, trainers provided detailed information about the consecutive 3-days of in-person training led by their facilitating organization.
In-person course. This group followed the learning methodology of 5 consecutive days of in-person training, 8 hours per day, described in the WHO WSTP-B Trainers Manual [34] . Theoretical and practical sessions occurred simultaneously. Trainers used the WHO WSTP-B materials (e.g., videos, Power Points, assessment forms) to facilitate the training.
In both groups, a local 'master trainer' coordinated the trainings. A 'master trainer' was considered someone who had been trained with the WHO WST-B previously, who had passed the ISWP Basic Test, and had experience facilitating WHO WSTP-B courses. Also, in both 
Tailoring
The demo wheelchairs used were from the local context.
groups, wheelchair users volunteered in the training as role models which allowed participants to directly interact with them ( Table 2 ). In addition, all groups delivered basic level wheelchairs to wheelchair users at the end of the training following the WHO 8-steps learned in the education interventions.
Outcomes
To be consistent with the previous studies that evaluated the effectiveness of the Hybrid Course [22, 31] , we established knowledge change as our primary outcome measure and levels of satisfaction as our secondary measure. These two outcome measures are relevant to evaluate the influence of both learning methodologies in knowledge change and the courses' acceptance among trainees. The Basic Test is an online test available in English and Spanish, that has shown validity evidence for measuring basic level wheelchair service provision knowledge independent of Overall, the intervention was delivered as planned. One participant who completed the online portion did not attend the in-person training.
ϕ Overall, the intervention was delivered as planned. Some wheelchair supplies we did not plan for were needed and taken from the machine shop.
� In India two recitations were facilitated; in Mexico, three.
ϕ Some details about the In-person training in India are not available due to staff turnover.
https://doi.org/10.1371/journal.pone.0217872.t002 geographic location [17] . The test consists of two sections: A demographic questionnaire and a multiple-choice test. The demographic questionnaire includes 19 questions regarding sociodemographic characteristics of participants such as age, gender, education level, profession, employment status, years of experience in wheelchair service provision, work setting, age group served, and motivation to take the training. In the questions related to the work setting, age group served, and motivation to take the training, participants can select all applicable options. The multiple-choice test includes 75 scored questions from 7 domains of wheelchair service delivery knowledge: 1) assessment, 2) prescription, 3) fitting, 4) production, 5) user training, 6) process and 7) follow-up and maintenance as described in the WHO WSTP-B [17] . The test settings include: 1) a pre-set number of questions based on the weight of each domain that is obtained from a pool of questions to reduce the likelihood of receiving the same questions in multiple attempts; 2) a forced completion in one-time entry; and 3) immediate test score reporting with the opportunity to review correct and incorrect answered questions [17, 22, 31] . Test scores greater than or equal to 53 points, or 70% of correctly answered questions, are considered passing scores. The ISWP Hybrid Satisfaction Survey (Hybrid Survey) is an online questionnaire available in English and Spanish that evaluates levels of satisfaction among participants after the learning intervention [31] . The Hybrid Survey is integrated by 5 sub-domains: Interaction, instructor, instruction methodology, content and technology and uses a five-point Likert scale (4 = strongly agree, 3 = agree, 2 = neither agree nor disagree, 1 = disagree, 0 = strongly disagree) for participants to indicate the degree to which they agree with each statement. Openended questions at the end of each sub-domain asked participants to provide suggestions and feedback [31] . We created the ISWP In-person Satisfaction Survey (In-person Survey) from the existing Hybrid Survey by (1) removing the questions related the online component of the course through the sub-domains, and (2) eliminating the technology sub-domain (S1 File).
In both groups, participants were instructed to complete the Basic Test without accessing course materials one-week pre-post the learning intervention. The test was hosted in a testing platform, Test.com, and completed online. Participants received an email with instructions on how to log into Test.com and the contact information for ISWP's staff in case of technical problems or questions. In addition, participants were encouraged to complete the ISWP Hybrid or In-person Satisfaction Survey anonymously one week post the learning intervention. The Surveys were hosted online in Qualtrics and distributed via an external link to all participants. The Indian groups completed all outcome measures in English, while the Mexican groups did so in Spanish.
Sample size
The intended group size for each intervention was determined to be between 15-20 participants based on the trainer-trainee ratio suggested by WHO WSTP-B to promote an appropriate learning environment since the program had a significant amount of hands-on practical sessions [34] . We estimated the power of the study using information from the analyzed data with the command to estimate power for a two-sample means test clustered design.
Assignment method
Interventions were facilitated at different timepoints, and each training followed its own convenience sampling method. The training interventions were facilitated at no cost to participants; hence, to reduce attrition, the participant's supervisor's approval was necessary to enroll in the study. During the interventions, the study outcome measures were self-administered online at specific timepoints (Table 2) . Participants' completion of the Basic Test was continuously monitored by the research team and reported to facilitating organizations. Trainers sent reminders via email and followed up with participants when a trainee did not complete the test within the given timeframe. For the secondary outcome measure, due to the anonymity of the survey, individual follow-up was not feasible. Nevertheless, trainers encouraged participants in the last day of the training to complete the surveys and provide feedback.
Masking
Participants, trainers, staff, and the research team were not masked to the study learning intervention assignment.
Unit of analysis and statistical analysis
Treatment impact was derived using longitudinal modeling of within-person change in mean scores of the basic test knowledge from baseline (pre-test) to follow-up (post-test). Analysis of satisfaction was limited to trainees' follow-up responses.
Baseline characteristics of participants from intervention and control groups were compared using Chi-square or two-tailed Fisher's exact test for categorical variables and t-student or Wilcoxon test for continuous variables after assessing the test assumptions. Outliers were considered extreme values equal to or greater than 4 standard deviations. The indicator of effectiveness in increasing basic wheelchair service provision knowledge was derived from comparing mean changes in the total test scores from baseline to follow-up assessment. These differences were compared again between each other to assess the differences in the effectiveness of the Hybrid and In-person groups.
The design of the study was intended to analyze the effects of the interventions in both countries simultaneously. The trainee was the unit of analysis. The primary outcome was the change in the basic knowledge test score measured by the Basic Test; the secondary outcome was the satisfaction level measured by the Hybrid/In-person Satisfaction Survey. All outcomes were treated as continuous variables.
Primary outcome analysis: Knowledge test scores. A mixed effects model, with a robust estimate of variance, was used to estimate the effect of training strategies (Hybrid or In-person) including time point (0 = pre-test; 1 = post-test) and participant ID as random effects to account for within-person correlation across time and between-person correlation. This assessed the mean difference between intervention conditions (Hybrid vs. In-person training) in changes in knowledge score over time within both Hybrid and In-person training.
Lost to follow up was handled using two methods: 1) multiple chained-imputations of covariates and scores for those lost to follow up and 2) a sensitivity analysis creating an inverse probability weight of follow up and including this weight as a covariate in the sensitivity models. Missing values including follow-up scores for those lost to follow-up in the knowledge test were handled using chained equations command for multiple imputations in Stata, which pools data according to Rubin's rules [35, 36] . We assumed missing at random (MAR) for the imputation model and following a methodology described by Bolton et al [37, 38] , we first imputed any missing data on demographic variables based on all other demographic variables and educational strategy. A total of 11 imputations were used. Baseline and follow-up knowledge scores on all items missing data were then imputed using all variables in the dataset. Educational strategies were imputed separately. Sum scores based on the seven domains of the Basic Test were then calculated in the multiple imputation framework using all imputed datasets to acquire the final test score. We did not perform any data transformation. All final outcome models were run across the 11 imputed datasets.
Statistical significance was set at a 0.05 alpha level, two-tailed, and expressed as a 95% confidence interval. Cohen's d effect sizes were calculated by dividing the difference in average change from baseline to follow-up between the Hybrid and In-person groups by the outcome's pooled standard deviation at baseline. Between group effect sizes were calculated using Cohen's d statistic. Effect sizes of 0.2 were considered small, 0.5 medium, and 0.8 or above large. [39] All analyses used the full intent-to-treat (ITT) sample.
Adjusted models. An ITT analysis, which included all study participants based on participants' group allocation with the multiple imputations database, was used to mitigate the effects of loss of follow-up. Outcomes were adjusted to account for possible residual confounding. Co-variables included in final models were those that were significant at the p<0.10 level identified using: 1) simple logistic regression clustering by country and participant to identify baseline differences between interventions; and 2) mixed models to determine interactions between potential co-variables and time on knowledge test scores. Furthermore, models were adjusted for age, gender, and education, which are well-known confounders of the relationship between the intervention and outcome in educational research. All possible confounding variables (both dichotomous and continuous) were centered in order to report the averaged sample effect of the interventions. Multicollinearity was explored using the variance inflation factor (VIF) considering values of VIF>5 indications of collinearity between variables. These variables were removed from the models. To explore whether the country should be treated as a random or fixed effect, a Hausman test was utilized [40] .
The model for total test scores was adjusted by age, gender, educational level, work setting, student or professional status, and baseline domain test scores. The models for gender categories were adjusted by age, educational level, work setting, student or professional status, and baseline domain test scores. The models for age categories were adjusted by gender, educational level, work setting, student status, and baseline domain test scores. The models for education level categories were adjusted by age, sex, work setting, and baseline domain test scores. The models for wheelchair service provision experience categories were adjusted by age, gender, educational level, work setting, student or professional status, and baseline domain test scores. The country also was included in all models as a fixed effect, as the Hausman test was significant (p<0.0001) [40] . To test for the effect of outliers, we were planning to exclude them from the analyses and run new models without outliers, but there were no outliers in the test scores.
Secondary outcome analysis: Levels of satisfaction. Q-Q plots were used to assess the normal distribution of the data. The Variance Ratio Test (sdtest in Stata) was used to assess homoscedasticity. Survey responses were analyzed using means and standard deviations. Survey domains scores were obtained by summing the type of response selected (4 = strongly agree, 3 = agree, 2 = neither agree nor disagree, 1 = disagree, 0 = strongly disagree) dividing them by the total number of respondents and then obtaining the standard deviation. A total satisfaction mean was obtained by calculating the mean per subject using a pre-selected set of 15 questions that did not vary across the Hybrid/In-person Satisfaction surveys.
To assess differences in satisfaction between the groups, we tested if the individuals and country have an additional effect on the outcome. Using the generalization of the Hausman test in Stata, we found that the effect of the individuals and country was not significant. Additionally, we tested if the country as a cluster would have an impact on the analysis using the intraclass correlation coefficient (ICC) for the country. To obtain the ICC, we developed a mixed regression model using the following variables: Total satisfaction means as the dependent variable, Hybrid or In-person group as an independent variable, and the country as a cluster. The calculated ICC was close to zero (3.541 −48 ); therefore, clustering by country was disregarded. A two-sample t-test with equal variances was used to describe the comparison on satisfaction between the two groups (Hybrid and In-person) considering a significant difference a p-value <0.05.
Results

Sample analyzed
A total of 81 eligible participants were recruited across countries to participate in the study (n = 45 in India and n = 36 in Mexico) from February 2016 to February 2017. In India, 24 (53.3%) participants formed the In-person group and 21 (46.6%) the Hybrid group. In Mexico, 19 (52.8%) participants formed the In-person group and 17 (47.2%) the Hybrid group (Table 4) . A total of 38 (46.9%) participants were enrolled in the Hybrid course while 43 (53.1%) were enrolled in the In-person course. In the In-person group, 4 participants were lost to follow-up (India), while in the Hybrid groups, 1 participant voluntarily withdrew from the intervention (India), and 2 were lost to follow-up (India and Mexico) (Fig 1) .
Sociodemographic and baseline characteristics
In India, sociodemographic characteristics between In-person and Hybrid groups were similar except for age, last year of formal training, and student status. In the Hybrid group, the group was significantly younger (Mean (M) = 30, Standard Deviation (SD) = 1.3), had more students (5/21, 23.8%) and more participants with less than 4 years of experience (n = 16, 76.2%) than in the In-person group. In Mexico, fewer sociodemographic characteristics were similar between In-person and Hybrid groups. Overall, the Hybrid group was significantly younger (M = 23.5, SD = 1.2) and comprised of mostly students (12/17, 70.6%). This situation translated into statistically significant baseline differences in other variables such as educational level, last year of formal training, employment status, work settings, and motivation to take the training. Despite the baseline difference, the Basic Test total scores and domain scores were similar between Hybrid and In-person groups in both countries (Table 4 ).
Primary outcome: Basic level wheelchair knowledge
A paired sample t-test indicated that post assessment total scores were significantly higher after the training experience in the In-person and Hybrid group of both countries ( Table 5 ). All domain scores mean values increased after the training interventions. The domains that did not report statistically significant changes in India's In-person group were "Production" and "Follow up and maintenance"; while Mexico's In-person was "Follow up and maintenance." In India's Hybrid group, "Fitting" and "Production" did not report statistically significant changes. In contrast, all domains in Mexico's Hybrid group reported statistically significant changes (Table 5) .
Effectiveness of the intervention. Table 6 presents the adjusted intervention effects of overall Basic Test in all the participants and across sub-groups including the following scores: Pre, post, the difference between pre and post, and the interventions' difference obtained when comparing the differences of In-person and Hybrid courses (difference of differences). Both study groups experienced statistically significant improvements in the primary outcome when comparing post-and pre-test scores (p<0.0001). When the primary outcome was analyzed by subgroups, statistically significant increases were found in all subgroups except on providers with �4 years of wheelchair service experience (p = 0.091) in the Hybrid group. The In-person group experienced, on average, larger effects on the primary outcome. Statistically significant differences favoring the In-person group were founded in overall total test scores (p<0.0001, d = 0.36, small effect), and total test scores sub grouped by male (p = 0.001 (Table 6 and Fig 2) . Sensitivity analyses. The sensitivity analysis did not show changes in the significance of the differences of differences between the Hybrid and In-person groups in the total knowledge score nor in the subgroup analyses.
Secondary outcome: Levels of satisfaction
A total of 71 Satisfaction Surveys were collected, 41 (50.6%) from the In-person group and 30 (37%) from the Hybrid group. The means and standard deviations of the In-person and Hybrid Surveys' domains are in Table 7 . Table 8 presents the total means and standard deviations of the pre-set of questions analyzed from both surveys and Fig 3 depicts Comparing the effectiveness of a hybrid and in-person courses of wheelchair service provision knowledge
Open-ended questions were analyzed individually and some of the comments received at the end of each sub-domain are presented in Table 9 . The Hybrid groups provided more observations than the participants from the In-person groups. Overall, Hybrid participants reported technological problems when trying to watch the videos and suggested using Comparing the effectiveness of a hybrid and in-person courses of wheelchair service provision knowledge programs that allow video streaming in places with low to medium internet speed. The alternative methods implemented by the trainers to mitigate the problems, such as pdfs and screenshots, were reported useful.
Discussion
Summary of results
This project demonstrated that the Hybrid Course and In-person Course were effective in increasing basic level wheelchair service knowledge with overall high levels of satisfaction among a group of rehabilitation students and professionals in India and Mexico. The results of this study help building confidence in the applicability and effectiveness of the lower-cost and more scalable Hybrid approach to training wheelchair service providers. Despite the In-person course had, on average, higher total test scores and levels of satisfaction this methodology showed only a small effect size superior to the hybrid methodology. The lessons learned from this study could help organizations to improve blended learning interventions and enhance participants' learning experiences.
Differences between the Hybrid and In-person groups
The Hybrid and In-person training interventions had a statistically significant influence on the total Basic Test score when comparing post-and pre-test scores (p<0.0001) which make both interventions effective in increasing basic level wheelchair service knowledge. These results are consistent with other studies conducted in LMICs in which blended learning interventions proved to be as effective as in-person interventions [20, 24, [41] [42] [43] . However, the In-person group experienced, on average, larger effects on the total test scores and on the subgroup analysis. This finding is consistent with the study results reported by Vichitvejpaisal et al. [44] . In their study, a prospective randomized design, medical students in a traditional methodology group reported better in the short-term compared to a group using computer-assisted instruction [44] .
A possible explanation of our study's In-person larger effects could be related to technological problems faced by Hybrid learners. The technology domain of the Hybrid Satisfaction Survey reported the lowest satisfaction when compared with the other domains (Table 7) . Unfortunately, the survey did not identify problems encountered by participants, nor if they Comparing the effectiveness of a hybrid and in-person courses of wheelchair service provision knowledge Mixed effect clustered models with multiple chained imputations. All models were adjusted by age, gender (except in the subgroup analysis of gender), educational level (except in the subgroup analysis of educational level), work setting, baseline domain test scores. Interactions between timepoint and professional category (except in the subgroup analysis of educational level), educational level, and member of the organization. The professional category was included in all models except in age and educational level subgroup models due to an inflated VIF (14) . Student category was excluded in educational level subgroup models due to an inflated VIF (6). could or could not resolve them. Nevertheless, the comments received in the open-ended section of the survey point out that participants from the Hybrid group in India had issues accessing the modules and watching the videos due to limited internet access; some comments suggested that the actions implemented by the trainers (i.e., sending screenshots and pdfs) were effective. Previous studies have noted that effectiveness of blended education can be diluted by technological barriers such as limited access to digital technology (e.g., inadequate computer facilities, limited access to computers) [24, 30, 45] , computer illiteracy [30] , and limitations in bandwidth which often contributed to slow speed and low quality of videos or visual outputs [24, 30, [46] [47] [48] [49] . Strategies that can combat these challenges include developing access hubs at strategic central locations to provide the required technology and internet access [30, 50] ; developing offline content delivery platforms to overcome slow internet connectivity [30, 50] , developing courses using guidelines for low bandwidth design [51] and limited Comparing the effectiveness of a hybrid and in-person courses of wheelchair service provision knowledge Comparing the effectiveness of a hybrid and in-person courses of wheelchair service provision knowledge technological demands in order to be more adaptable [27, 52, 53] . Another common barrier is the inadequate technological support of blended programs [45] . To some extent, our program implemented strategies to reduce barriers such as: 1) a repository of offline videos and pdfs distributed to trainers; 2) the use of a Hybrid Course developed considering low bandwidth internet access [22] ; and 3) staff available for remote technical support (Table 2 : Who provided). Nevertheless, it seems that hybrid learners still faced technological problems which may have affected their learning experience. In future studies, more effort should be made in conducting and considering environmental conditions and students' capabilities such as self-directedness when implementing Hybrid courses, as recommended by Atkins et al. [24] . Satisfaction surveys could be reviewed to include questions that compute most frequent problems to allow researchers to design specific strategies to mitigate them. Future studies should assess prospective students' attitudes towards online learning, computer literacy, and skills to identify critical success factors the group of participants who could beneficiate from a blended learning approach.
Another possible explanation to the In-person larger effects could be related to participants habituation to in-person education [54] . Older students who are more familiar with traditional education systems that heavily rely on in-person training may still prefer that methodology and may find it more difficult to adapt to an unfamiliar learning environment [55] . This assumption could explain why participants �31 years old in the Hybrid group had the lowest increase in wheelchair service knowledge when compared with younger participants (Table 6) . Moreover, it could suggest that the Hybrid learning approach is more effective in younger population. Table 3 presents some training costs associated with this study's training interventions, particularly, trainers' stipend, staff support, food, and beverage during the training days. In these categories, the Hybrid courses had an overall 40% lower cost in India and 39% in Mexico when compared with the In-person courses. Although there are other costs related to facilitating these trainings that were not captured in this study, we believe that reducing the number of in-person training days decreases the cost associated with leading the training.
Generalizability of results
Although randomized clinical trials are considered the gold standard for assessing the efficacy of an intervention and the generalizability of the results [56, 57] , our goal was to design a pragmatic study that included the circumstances of practice that could hopefully transmit more relevant, actionable, and tailored results [58] in light of the recognition that evidence-based practice should be informed by practice-based evidence and research [58, 59] . As recommended by the literature, when non-randomized designs are being used to build evidencebased health practice, it is necessary to improve the quality of the reporting [57] . We used two widely-recognized tools to enhance the quality of the reporting of these interventions and, ultimately, their replicability: 1) The Transparent Reporting of Evaluations with Nonrandomized Designs (TREND) [57] , used to describe the methodology; and 2) the Template for Intervention Description and Replication (TIDieR) ( Table 2 ) [33] , to provide a complete detailed report of all interventions and increase the potential impact of this study.
Contribution to literature
To our knowledge, this trial is the only published study to date testing and comparing the effectiveness of a hybrid and in-person course in increasing basic level wheelchair service knowledge based on the WHO-WSTP. Previous studies have tested the Hybrid Course exclusively [22, 31] , and we are unaware of any studies that have tested the in-person methodology suggested by the WHO WSTP-Basic Level. In the wheelchair service provision sector, the WHO WSTP-Basic in-person methodology is commonly used as the standard of practice for delivering training. This training approach was decided through a consensus-based process, and therefore does not have the benefit of evidence to demonstrate that is effective. Despite being considered the standard of practice, the in-person methodology showed only a small effect size superior to the hybrid methodology. This finding questions if the cost associated with leading an in-person training is justified by its impact when effective alternative learning methodologies are available. Our study suggests that both methodologies, a Hybrid and Inperson course, are effective and well-accepted methods to train personnel in basic level wheelchair service provision.
Limitations
Some limitations of this study are important to note in planning for future research and interpreting the current results. We did not randomize participants to the intervention groups. The lack of randomization cannot ensure that groups' baseline characteristics will not differ. However, educational studies are difficult to mask learners to their assigned group, which may result in contaminating effects that further compromise the randomization process [60] . According to Sullivan, non-randomized methods are common in education research and considered by experts as not inferior to randomized clinical trials [60] . We strengthened the quality of our study by implementing the following factors used by Best Evidence Medical Education [60, 61] : 1) A "Pragmatic Trial" [62] that consisted of 2 interventions compared in real-world practice; 2) comparison group that received an active intervention; 3) training manuals or methods to ensure a detailed intervention; 4) multiple sites; 5) low dropout rates, and 6) a rigorous statistical method to confirm the findings, in this case, an intention-to-treat analysis based on multiple chain imputations and adjusted the models for potential confounders, interactions, and fixed and random effects.
The Satisfaction Surveys used in this study have not been validated in the target population. The Surveys were developed using previous satisfaction surveys and an international stakeholders' group that guided the process and the Hybrid Satisfaction Survey has been previously used to measure levels of satisfaction among wheelchair providers [31] ; nevertheless, until a formal validation process we are unsure if the tool measures the underlying outcome of interest [63] .
We acknowledge that there were slight differences in the training interventions reported on the TIDieR table including trainers' background, number of recitations, the language, and total wheelchair users who volunteer as role models ( Table 2 ). The objective of this study was to compare the effectiveness of these interventions in real-world practice settings, with heterogenous populations, and flexibility to adjust the training to the context and resources available. Despite the diverse backgrounds of trainers, local master trainers with same qualifications across trainings coordinated the interventions. In terms of language, we combined groups to increase the sample size and to be able to generalize results regardless of whether it was delivered in English or Spanish. Nevertheless, we also analyzed the effectiveness of the training intervention by country and learning methodology; all groups had a statistically significant increase in total test scores after the training intervention (p <0.0001) ( Table 5) . Furthermore, Table 3 provided some information related to the trainings interventions' costs. It is important to notice that we did not conduct a cost-effectiveness analysis between the Hybrid and the In-person courses. We encourage future studies to collect a complete dataset of costs and a rigorous analysis of the different training interventions.
Our sample size was estimated based on the WHO WSTP-B recommendations for the training groups' size [34] . In addition, in planning for this study, we considered the budget of the project and decided that having multiple sites (India and Mexico) was more desirable than spending the allocated resources in one site with multiple trainings. After obtaining the data from the study, using the mean differences of the Hybrid and In-person groups (15.1 and 18.7), the pooled standard deviation (9.87), the number of clusters per intervention (2, India and Mexico), the size of each intervention (38 Hybrid and 43 In-person), and the ICC (7.244x10 -18 ) we calculated the power of a clustered study for a two-tails test of means of 64%. If one side, the power will go up to 75%. Although our study did not reach the minimum power desirably, 80% [64] , we consider our outcomes to be reliable based on the multiple imputations (11 times of main dataset) and the results of the sensitivity analysis (no changes in the significance after removing the imputations). It is important to note that we did not power the study based on the number of imputed participants; if so, the power of the study will be up to 90%. Most importantly, we are providing the data to estimate sample sizes for future studies and strengthen the quality of designs.
Conclusion
Evidence highlights the global shortage of wheelchair service provision education and training that is related to inappropriate wheelchair provision. The results from this study suggest that both currently available learning methodologies, a hybrid and in-person course, are effective in increasing knowledge in basic level wheelchair service provision with overall high levels of satisfaction among participants.
To increase the number of training opportunities and to promote an equitable distribution in underserved areas, alternative learning methodologies need to be developed and tested in international settings. Blended learning is an attractive and sustainable learning approach that has demonstrated to be as effective as traditional educational strategies. In resourced constrained settings, where the need is great and resources are limited, lower-cost solutions that can significantly scale interventions and overcome knowledge dissemination barriers are critical to develop but should not compromise the learning quality. The lessons learned from this study could help organizations to develop strategies to mitigate potential implementation barriers and limitations and help to advance research in blended-learning training.
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